Dear Editor, A 35-year-old pregnant woman experienced right inferior molar pain and underwent dental treatment (including drill and laser treatment) under local anesthesia using lidocaine at 30 weeks of gestation. After this treatment, she felt face and neck swelling with dyspnea. She was transferred to our department by ambulance due to the suspicion of an anaphylactic reaction. Her medical and family histories were unremarkable. On arrival, her Glasgow Coma Scale score was 15. She had a blood pressure of 108/68 mmHg, heart rate of 67 beats/min, respiratory rate of 20 breaths/min, and SpO 2 of 100% with oxygen (3 L/min). Subcutaneous crepitus was observed under the skin along the anterior chest wall and neck without skin lesions. The fetal heart rate was 110-160 beats/min and she was experiencing frequent uterine contractions. Computed tomography revealed subcutaneous emphysema and pneumomediastinum from the neck to the mediastinum [ Figure 1 ]. She was admitted in hospital and an infusion of cefazolin and ritodrine was administered to prevent descending mediastinitis and abortion. Her symptoms subsided within a few days and she was discharged on the 4 th day of hospitalization.
Subcutaneous and mediastinal emphysema are rare complications that can occur after routine tooth treatment due to the use of a high-speed air turbine that runs on compressed air for dental drilling or dental lasers that utilize compressed air. [1] Pneumomediastinum as a spontaneous or medical disease is an extremely rare complication among pregnant women. This is the first reported case of a pregnant woman developing pneumomediastinum after a dental procedure. [2] [3] [4] Most cases of pneumomediastinum improve following medical treatment; however, this can be complicated by fatal descending necrotizing mediastinitis. As a normal pregnancy relies on a careful balance between immune tolerance and suppression, any imbalance between the proinflammatory and anti-inflammatory cytokines, and chemokines can lead to aberrant inflammation, which is often seen in complicated pregnancies. Inflammation in complicated pregnancies is directly associated with increased mortality and morbidity of the mother and offspring.
[5] Accordingly, dental procedures should be carefully selected for pregnant women. Dear Editor, A 74-year-old male patient was found unconscious in the prone position in his house. The patient had hypertension and right thalamic hemorrhage but was capable of living independently. After his arrival in the emergency room, he manifested a shock state with unconsciousness and underwent a massive infusion of lactate ringer solution, a continuous infusion of noradrenaline, as well as mechanical ventilation after tracheal intubation without the use of muscle relaxants or steroids. When a catheter was inserted into his bladder, cloudy urine was observed. He was diagnosed with a urinary tract infection treated by an intermittent infusion of levofloxacin, dehydration, septic shock, acute respiratory distress syndrome, and renal failure. The patient's urine and blood were positive for Proteus mirabilis. His general condition improved with the administration of these treatments and he was extubated on the 7 th hospital day. After extubation, flaccid tetraplegia was observed without cranial nerve palsy. Urgent cervical magnetic resonance imaging did not reveal any significant lesions. Electromyography and a nerve conduction study revealed the decreased amplitude of multiple nerves without any conduction velocity abnormality. The patient was negative for antiganglioside antibodies. Four months after admission, the patient obtained a full recovery from tetraplegia and was discharged on foot. This is the first report of a patient with tetraplegia after P. mirabilis infection. Critically ill patients with polyneuropathy and myopathy usually present with flaccid and symmetric paralysis, which is seen in approximately 25%-45% of critically ill patients who are admitted to intensive care units. [1, 2] Acute respiratory distress syndrome, sepsis (especially in patients with Gram-negative bacteremia), systemic inflammatory response syndrome, and multiple organ failure, prolonged bed rest, medication, and hyperglycemia, are major risk factors for critical illness polyneuropathy and myopathy. [1, 2] Human studies have identified axonal degeneration in critical illness polyneuropathy and myosin loss in critical illness myopathy. [1, 2] Sepsis-related disturbances of the microcirculation in the peripheral nerves and muscles, and the resultant production of cytokines, may increase the permeability of the microvasculature and further exacerbate hypoxemia and energy depletion, following the axonal degeneration of the sensory and motor axons in critical illness polyneuropathy. [3] As the present case also had Gram-negative bacteremia with multiple organ failure, and showed muscle action potential amplitudes of <80% of the normal lower limit in two or more nerves without conduction block, critical illness polyneuropathy was the most likely cause of his tetraplegia. Early rehabilitation that combines mobilization with physiotherapy is emerging as an important strategy for treating critical illness polyneuropathy and myopathy, and for facilitating and improving their long-term recovery. [2] Accordingly, the present case underwent rehabilitation using passive and spontaneous training and a favorable functional outcome was obtained.
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